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Note by Scottish Home and Health Department 

This Report was prepared by a Working Group on behalf of the Prosthetics 
and Orthotics Committee and endorsed by the Scottish Health Service 
Planning Council. It is now issued for information. 

The Report must not be taken as reflecting Departmental policy. However, 
Health Boards should have regard to the recommendations within the limits 
imposed by their resources. 
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Chairman’s Preface 



In January 1979 I was invited by the Prosthetics and Orthotics Committee 
to chair a Working Group with the task of reviewing the orthopaedic 
footwear service in Scotland. This report has been produced by that 
Working Group. 



The provision of appropriate footwear is currently the best management 
for many individuals who require correction or accommodation of foot 
deformities. Unless the orthopaedic footwear service is of a high standard 
the disability consequent on these foot deformities is much greater. 



That the present position gives cause for concern is emphasised in the 
Scottish Health Authorities Priorities for the Eighties (SHAPE) Report 
which was published in 1980. 1 There is also a need for detailed study of the 
causes of foot deformities and of the preventive action which may be taken 
so that the steadily increasing demand for this service in Scotland may be 
reversed. 

I wish to record my appreciation of the contributions of the secretaries and 
of all the members of the Working Group. Each has given considerable 
time and effort towards this report and I thank them for their stimulation 
and tolerance. Our concern has been for the optimal provision for individual 
patients to minimise their disability. The recommendations are aimed at 
producing an improved service which requires alterations of an evolutionary 
nature rather than any radical and costly change-over to a quite different 
system such as works in other societies. 

A good footwear service is dependent on adequate training of the medical 
and paramedical staff involved and of workers in the supply industry. An 



‘Scottish Home and Health Department (1980). Scottish Health Authorities Priorities for the 
80s. Report by the Scottish Health Service Planning Council. Edinburgh, HMSO. 
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initiative must be taken to enhance the status of the footwear industry, as 
the special crafts necessary for patients are in danger of being lost. 

It is with pleasure that I submit our report and I look forward to early 
action being taken to implement its recommendations. 



D G Young 
March 1982 
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1 



Introduction 



Background 

1.1 As the body responsible for advising the Secretary of State for Scotland 
on matters connected with aids for the physically disabled the Prosthetics 
and Orthotics Committee (Appendix A) has for some time been concerned 
about the Orthopaedic Footwear service in Scotland. This concern about 
the service in Scotland was reinforced by the publication of a report from 
the Disabilities Study Unit in England entitled ‘The Orthopaedic Footwear 
Industry 1 . That Report concluded ‘if we want to avoid a catastrophe for 
disabled people action must be taken’. It was therefore decided at the 
meeting of the Prosthetics and Orthotics Committee on 12 December 1978 
to set up a Working Group to study the Orthopaedic Footwear service in 
Scotland and to make recommendations for its improvement. 

1.2 The membership of the Working Group is shown at page 7 and at its 
first meeting on 21 February 1979 it accepted as its remit the following: — 

‘To review the current arrangements for the manufacture and supply 
of orthopaedic footwear in Scotland, to identify the problems, to make 
recommendations for improvements and to report.’ 

1.3 The aim of the Orthopaedic Footwear service is to define the individual 
patient’s requirements and to produce footwear which meets the functional 
and aesthetic requirements of the patient. This entails at least four separate 
activities: — 

a. Assessment of the patient and development of a prescription . 



'Disabilities Study Unit (1978). The Orthopaedic Footwear Industry (Report 78/1). Arundel, 
the Unit. 
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b. Casting and/or measuring of the patient. 

c. Manufacture of the footwear. 

d. Check out of footwear. 

The staff involved may be divided into clinicians, orthotists or shoe fitters 
and manufacturers. There seems little doubt that dissatisfaction, apart from 
that caused by delay in delivery, is related to the first two elements 
identified above and to the problems in the transmission of information 
between the stages of measuring and casting and manufacture. 

1.4 In the Office of Population Censuses and Surveys’ Report on a study 
carried out in England and Wales and published in 1979 ‘Patient satisfaction 
with National Health Service Surgical Footwear’ 2 , 82% of patients inter- 
viewed said that, all things considered, they were satisfied with their surgical 
footwear, 12% were dissatisfied and 6% said they were very dissatisfied. 
There were four main reasons why patients were dissatisfied with their 
footwear: — 

a. poor fit or discomfort; 

b. difficulty with putting on surgical footwear; 

c. dislike of style or colour; 

d. poor durability. 

What the survey does not fully indicate is whether those dissatisfied with 
their footwear are patients who present the most technical difficulties in 
the provision of adequate footwear. 

1.5 The Orthopaedic Footwear Industry report indicates the critical position 
of staffing in the manufacturing industry in England. 

1.6 Contractors’ staffing figures suggest that the situation in Scotland is not 
quite as critical as it is in England. However there is still cause for concern 
that the pool of trained technician staff may dry up as a result of low pay, 
a poor industrial image and lack of formal training. 

1.7 The supply of surgical footwear has been increasing (Appendix B) and 
this trend is likely to continue for some time. In 1979 there was an increase 
of 21% in surgical footwear compared to the supply in 1960: the increase 
in repairs was even more marked. The number of adaptations did not 
change significantly over the two decades studied. 



’Office of Population Censuses and Surveys (1979). National Health Surgical Footwear. A 
Study of Patient Satisfaction. London, HMSO. 
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Procedure 



1.8 The Working Group met on eight occasions. It took written evidence 
from a wide ranging number of organisations and bodies and a list of these 
is at Appendix C. A small group of the Working Party also met members 
of the Chiropody Sub-Committee of the National Paramedical Consultative 
Committee. Note was also taken of a report on the Danish Footwear 
Service which had been prepared by officers of the Scottish Home and 
Health Department. 

1.9 The Working Group also visited several manufacturers and suppliers 
of orthopaedic footwear to study their problems on their own premises. 

1.10 The Working Group agreed to look at the service under four main 
headings, namely: — 

a. Prescription, ordering and supply; 

b. Manufacture; 

c. Stabilisation and Repair; 

d. Training. 

The remainder of this report is concerned with discussion of the 4 headings 
above, various financial aspects, and the Working Group’s recommendations 
for the future of the service in Scotland. 
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2 Prescription, Ordering and Supply 



Present Position 

2.1 Orthopaedic footwear is supplied free of charge to the patient by the 
National Health Service on the order of a consultant who has determined 
a medical need. The consultant’s order is expected to detail the type of 
footwear and special characteristics e.g. wedges, raises, insoles and the 
method of construction; it should include the source of supply which can 
be a commercial contractor or NHS Ortho tic Centre. The completeness 
of detail of the order depends upon the special interest of the consultant, 
since this subject is rarely taught in detail in post-graduate education. 

2.2 When a Unit regularly has a number of patients requiring appliances 
including orthopaedic footwear, these patients are usually jointly seen by 
the consultant or his deputy and the orthotist (or shoefitter) 1 at an Appliance 
Clinic at the time of ordering and also at the delivery of the footwear. 
Other Units which create less demand for surgical footwear are less likely 
to run an Appliance Clinic. 

2.3 When it is not practical to run an Appliance Clinic, either because 
there are too few patients or because the patients live too far away to be 
conveniently recalled, the patient is seen by the orthotist at the hospital, 
at his shop or at the patient’s home, at a time when the ordering consultant 
is not present. The orthotist then produces an orthotic specification from 
the information relayed on the consultant’s order which has been passed 
to him by way of a health service administrator — the appliance officer. The 
orthotist, in this situation, does not always have direct access to the 
prescribing consultant. 

2.4 The appliance officer, among duties involving other types of appliances, 
assists the consultant in the documentation and clerical duties associated 



'The term orthotist in the remainder of this Report includes shoefitters where appropriate. 
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with the provision of orthopaedic footwear. A record of the footwear order 
is retained, orders are transmitted to the contractor nominated by the 
consultant (although the Working Party has been informed that in some 
cases the appliance officer selects the contractor), checks are made that the 
footwear order is received and payment of the contractors is arranged. The 
appliance officer also processes the documentation of repairs. Patients 
whose footwear has been stabilised for a period are brought to the attention 
of the consultant by the appliance officer some months before expiry of 
the period of stabilisation. 

2.5 Orthotists are employed in one of two ways; either as an employee of 
the Health Service working from an NHS Orthotic Centre or by a 
commercial company contracted to the Department of Health and Social 
Security. 

2.6 A NHS orthotist may have the facilities to manufacture the footwear 
in his own Orthotic Centre where he has direct control over production. 
If he does not have these facilities his orthotic specification is allocated by 
the NHS appliance officer to a commercial shoe manufacturer. Similarly, 
when there is no NHS orthotist, the consultant’s order is allocated directly 
to an orthotist employed by a commercial contractor. The contractor should 
have been specified by the consultant as it is considered inappropriate for 
the appliance officer to control the flow of orders to the various shoe 
manufacturers. The commercial contractor may manufacture the footwear 
himself or subcontract the work to another company. 

2.7 From the consultant’s order the orthotist measures and may cast the 
patient to provide the necessary information for the construction of a last. 
Accurate transmission of this information to the last maker is vital, for the 
last is the basis of shoemaking. 

2.8 Many orthotists are responsible for a wide range of orthoses and are 
unlikely to have had training in the detailed specifications which must be 
communicated to the last makers to produce a satisfactory last. Shoe fitters 
have evolved from craftsmen who have served an apprenticeship and 
developed the skills required for shoe manufacture. 

2.9 The problem of transmission of this information is overcome when the 
last is made by the orthotist who has measured or cast the patient, a 
situation that can occur both in the NHS Orthotic Centres and with small 
commercial manufacturers. The last is then used to produce the footwear 
to a trial fit stage and after any necessary adjustment the footwear is 
completed. The commercial manufacturer codes the footwear construction 
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to meet contract requirements for payment. From clinical experience the 
supply of surgical footwear may take 6 weeks to 12 months, but detailed 
statistical information is not available on this aspect. 

2.10 Registered chiropodists are trained in problems related to the feet 
and included in this training is instruction in, and experience of, adaptations 
to footwear and the manufacture of a limited range of orthopaedic footwear. 

2.11 In the Glasgow School of Chiropody approximately 3,500 surgical 
appliances are supplied per annum; many of these being adaptations to 
footwear. The chiropody service is predominantly community-based and 
is only available to priority groups. In 1978 there were 280 full-time 
chiropodists employed in the NHS, 7 by voluntary agencies and 79 were 
contracted to give services to NHS patients. A few of these chiropodists 
work within the hospital framework and have clinics at which patients are 
seen with consultants and the appropriate orthopaedic footwear prescribed. 
Patients seen in the community by chiropodists are referred to the 
appropriate doctor if orthopaedic footwear is required. 



Proposed Service 

2.12 The Working Group recommends that orthopaedic footwear should 
not be supplied free to patients. A realistic charge should be made which 
would equate to the basic cost to the patient of purchasing normal footwear. 
It is further recommended that the normal exemptions should apply. 
Adaptations to standard footwear purchased by patients should be carried 
out free of charge. The Working Group recommends that all repairs to 
both orthopaedic footwear and adapted footwear should be paid for by the 
National Health Service to ensure continuity of treatment and proper 
servicing of footwear. 

2.13 Both in health service and in commercial situations, the consultant 
should record the medical disorder and the functional requirements of the 
footwear — correction or accommodation of a deformity, the type of 
footwear and the patient’s requirements for either dress or working 
footwear. This then becomes a functional prescription, eg, correction or 
accommodation. 

2.14 The translation of the functional prescription into an orthotic speci- 
fication is the province of the orthotist. Ideally the patient is seen at an 
Appliance Clinic since this allows for problems to be discussed with the 
consultant or his deputy. 
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2.15 A trained foot orthotist would have the full knowledge of the range 
of orthopaedic footwear available and would be able to assist the prescribing 
consultant in the assessment of the selection of the most suitable footwear 
for each patient. 

2. 16 Accommodation should be available for the orthotist to take meas- 
urements and casts as necessary. Where an Appliance Clinic is not practical 
for geographic or other reasons, it is possible for the patient to be seen 
individually in the hospital, at a contractor’s premises, or at the patient’s 
home. Outwith the hospital there is no direct consultation between the 
consultant and the orthotist but this does not mean that a consultation 
should not take place if, after having seen the patient, the orthotist has any 
doubts about the functional requirements of the footwear. 

2.17 Ideally, when the orthotist has taken the necessary measurement or 
casts, he will make or directly supervise the production of the last. If this 
is not possible it is essential that as much detail as is necessary should be 
relayed in writing and if possible by direct discussion with the last maker. 
It is recommended that a standard method of prescribing should be used: 
BS 5943: 1980 — Standard Specification for Methods of Measurement and 
Recording for Orthopaedic Footwear — is appropriate. 

2.18 Patients with difficult foot problems and those who are being fitted 
for the first time must be seen by an orthotist for a fitting of the uppers 
so that adjustments can be made before the shoes are completed by adding 
the soles. Where major alterations have been made at a fitting there should 
be a subsequent fitting. At all stages of fitting the last should be available 
so that alterations can be specifically indicated on the last as well as on the 
original orthotic specification. 

2.19 In the case of first issue, the patient should wear the footwear for a 
specified period, perhaps 1 month, before attending the consultant to 
ensure that the medical need is met by the footwear. Any final adjustment 
at this stage should be recorded on the specification by the orthotist before 
it is marked as suitable for repeat prescription. 

2.20 The responsibility for selection of a contractor is laid down, in the 
Handbook of Medical and Surgical Appliances, as that of the consultant. 
It is recommended that the appliance prescription form should have 
incorporated in it a specified area for insertion of the name of the contractor 
selected. A list of approved contractors is held by the appliance officer who 
is available together with other members of the clinic team to assist the 
consultant in respect of information which may be required. The consultant 
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also retains the responsibility for acceptance of surgical footwear but he 
may delegate this to a colleague . 

2.21 A flow diagram of the present and future system of supply is shown 
at Figure 1. The diagram also details the changes in prescribing which will 
follow when footwear orthotists are available whether in the Health Service 
or in a private contractor’s employ. 

2.22 Chiropodists will continue to collaborate within the Footwear Appli- 
ance Clinic and should be encouraged to take part in the Footwear Clinic; 
but they must have additional training as must the footwear orthotist. 

2.23 It is not possible to divorce the arrangements for the ordering and 
supply of finished footwear and its acceptance by the patient from the 
wider implications of the supply arrangements which are incorporated 
within nationally arranged contracts. 

Supply 

Present Position 

2.24 At present the time set within the contract for the supply of surgical 
footwear is 6 weeks from the date of the order to the date of delivery for 
rough fittings, and delivery in the complete state within 2 weeks of the date 
of rough fitting. For a variety of reasons particularly applicable to a craft 
industry like that of surgical footwear, such as the size of the individual 
work force and the inconsistent flow of work, delivery times can vary from 
6 weeks to over 12 months. 

Proposed Service 

2.25 The Working Party considers that a period of 8 working weeks from 
the date of the receipt of the order by the contractor to the date of supply 
of the finished article is clinically acceptable. It appreciates, however, that 
the structure and nature of the industry is such that it is impracticable to 
insist on this period in every case or try to introduce additional penalty 
clauses into the contract if it is not met. It does consider, however, that 
any order which exceeds this period should be the subject of examination 
and review to ensure as speedy a delivery of the finished product as possible. 
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Denotes Fabrication through Contractors Organisation 



3 Manufacture 



Present Position 

3.1 The manufacture of orthopaedic footwear in Scotland is carried out 
in one National Health Service Orthotic Centre, and by contractors to the 
health department. All but one of these contractors are private companies, 
the exception being Remploy Limited, a government backed organisation 
for the employment of the disabled. There is considerable variation in the 
size and capabilities of orthopaedic footwear manufacturing facilities in 
Scotland. In addition to these manufacturing companies there are several 
companies and Orthotics Centres which receive orders for orthopaedic 
footwear and sub-contract to manufacturers in Scotland and more commonly 
in England. 

3.2 The number of craftsmen who are able to make a complete shoe is 
small; they survive only in the smaller establishments, and in 1979 75% 
were over the age of 40. In the larger companies and centres these craftsmen 
may be used as supervisors and training tutors and carry out specialised 
work. The trend over recent years has been for manufacturing to be broken 
down into its constituent parts and for operatives to be given training for 
specific parts. In most establishments there is a mixture of traditional craft, 
using well tried methods and materials, and more modem ideas for shoe 
construction using non-traditional methods. 

3.3 The Working Group does not see the major problems in provision 
lying with the manufacturing techniques used by the contracting companies 
or the orthotic centres in Scotland, but there is an economic need to 
continue to investigate alternative methods of production eg, the manu- 
facture of lasts direct from rectified plaster casts. 

Proposed Service 

3.4 It is recommended that all future orthotists involved with orthopaedic 
footwear, whether employed by the Health Boards, or by contractingcom- 
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panics, receive training in orthopaedic footwear which is acceptable to the 
Health Service, and be subject to uniform registration procedure. This 
requirement should be an integral condition of the contract for the 
manufacture of orthopaedic footwear. 

3.5 The Working Group considered the need for the orthotist to make the 
last and although this was seen as a long term objective it was realised that 
it was probably not practicable at present. However in cases of severe 
disability it saw the need for the foot orthotist to be able to take and rectify 
the casts of the feet of patients with severe foot disabilities, from which 
lasts would be made, preferably under his direct supervision. 



3.6 The Working Group did not consider that a trend to a few big 
manufacturing units, remote from the majority of their clients, augured 
well for the future of a service which becomes more difficult as the distance 
between patient and orthotist and manufacturing unit increases. However, 
as the Disabilities Studies Unit Report on the Orthopaedic Footwear 
Industry noted, because of the current trends in the industry, it is likely 
that for the future there will be a much smaller number of manufacturing 
units. The Working Group considered it was important that the quality and 
variety of the present service should not reduce, and that every effort 
should be made to encourage the development of the industry. 

3.7 It is recommended that the health departments produce annually a 
revised list of approved styles and colours with photographs, for both 
bespoke and ready made orthopaedic footwear. 
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4 Stabilisation and Repair 



Present Position 
Stabilisation 

4.1 The practice of stabilisation originated with arrangements laid down 
by the Ministry of Pensions to deal with the supply of footwear to war 
pensioners. After the pensioner’s disability had been identified he was 
referred to the nearest Artificial Limb and Appliance Centre for the 
appropriate supply. Once it was considered that his medical condition had 
become stable it was administratively convenient to have any further 
appliances or repairs required carried out through the ALAC and to this 
end the patient’s prescription was stabilised by the clinician for an 
appropriate period. After the inception of the National Health Service this 
method was continued until the issue of the revised Handbook ‘Provision 
of Medical and Surgical Appliances’, in March 1978. 

4.2 The Working Group examined the arrangements laid down for 
stabilisation in Chapter 7 of the Handbook which are as follows: 

7.1 When the consultant recommends provision or renewal of surgical 
appliances including footwear and wigs or the adaptation of privately 
purchased articles he may, if satisfied that the case has reached stability, 
decide that their continued supply or adaptation in accordance with 
the prescription may proceed for up to 5 years without further medical 
examination (but see paragraph 7.2). 

7.2 The appliance officer should maintain a record of such stabilised 
cases in order to avoid unnecessary reference to the consultants when 
renewal is required. At the end of the period stated by the consultant, 
or at any time where there is doubt about the appliance being 
satisfactory, the patient should be referred back to the consultant and 
preferably to the one who stabilised him/her. It should not normally 
be necessary for a patient to be seen by a consultant if all that is 
required is the repair of an appliance during the period of stabilisation. 

7.3 All cases stabilised for 5 years should be brought forward by the 
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appliance officer 3 to 4 months prior to the end of the stabilisation 
period for the purpose of ascertaining from the department of the 
hospital, which was responsible for the original prescription and order, 
whether the period should be extended and then, if no extension is 
recommended, arranging for a review of the case, This procedure 
ensures, for example, that a patient’s footwear is kept under review 
for repair and also helps to ensure that he has 2 pairs of footwear in 
reasonable condition during the review period. 

7.4 The practice of a hospital responsible for the supply of an appliance 
arranging for another hospital to take over responsibility for the repair 
and maintenance of appliances of stabilised cases should be reviewed 
and where practicable stopped. It is inconvenient to a patient to find 
that he has to report or send his appliance to a second hospital; and 
it may be expensive to him if the hospital is not near his home. If such 
a practice should be found to be necessary or convenient to certain 
hospitals it need not involve the patient; that is, he should still send 
his appliance to his parent hospital. 

Repairs 

4.3 The Working Group examined the arrangements for repairs to ortho- 
paedic footwear as specified in the Handbook and these appeared to be 
sufficiently comprehensive to satisfy most needs where the footwear is 
being repaired by commercial contractors who supplied the original 
footwear. 

4.4 Orthopaedic footwear provided by the Health Service is repaired at 
NHS expense. Similarly commercial footwear is adapted at NHS expense 
although the patient is responsible for providing the footwear. Repairs to 
such adapted footwear is the responsibility of the patient. 



Proposed Service 

Stabilisation 

4.5 The provision for stabilisation as in paragraphs 7.1 and 7.2 of the 
Handbook are satisfactory and should be retained. ‘All stabilised cases 
should be brought to the attention of the prescribing Department to 
ascertain whether the stabilised period should be extended. This action 
should be undertaken by the appliance officer, three to four months before 
the end of the stabilised period.’ It is recommended that this instruction 
should replace paragraph 7.3 of the Handbook. 
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4.6 If, for any reason, a change of contractor becomes necessary at the end 
of the period of stabilisation, it is recommended that the case should be 
destabilised and referred back for re-examination. If new footwear is 
prescribed following the re-examination normal acceptance procedures 
would apply before the new prescription was stabilised. 

4.7 Although at present most patients are provided with 2 pairs of one 
type of footwear at any one time, it is recommended that those requiring 
working footwear or safety surgical footwear should also be considered for 
issue of 2 pairs of dress footwear. This practice may appear to create 
additional expense, but it would avoid patient hazard arising from the 
wearing of inappropriate footwear. 

4.8 After the medical acceptance of the footwear the specification should 
be stabilised at the prescribing hospital which would be responsible for 
repairs, replacement, reviews etc, as they became necessary. The procedure 
of stabilising on ALACs 1 should be discontinued, urgently, in accordance 
with paragraph 7.4 of the Handbook. The place where stabilised new 
footwear or repairs are delivered to the patient is a matter for local 
arrangement and certification that the footwear has been received and is 
satisfactory is considered sufficient from the procedural point of view. 

4.9 It was considered whether the last should be retained by the manu- 
facturer, the Health Board or the patient. It is recommended that lasts 
along with their orthotic specification should be purchased by the Health 
Board separately on an economic basis, thus facilitating the transfer of the 
last to another contractor. The implication of this recommendation in 
future footwear contracts requires detailed consideration. The last however 
should be retained by the contractors for 5-6 years after the latest supply 
or until advised that the patient is dead. Those companies that do not keep 
patients’ lasts but rebuild them when required, will need to make up a last 
in such a way that it can be used by the receiving company, if the patient 
transfers to another contractor. 

Repairs 

4.10 It was felt that the repair time of 4 weeks quoted in the Handbook 
was excessive and the aim should be that the repair time should be no more 
than 2 weeks. Delivery times for adaptations are not quoted but the 
Working Group felt that those for inpatients should be treated on a priority 
basis as this could mean an earlier discharge for the patient. 

'Artificial Limb and Appliance Centres. 

24 



Printed image digitised by the University of Southampton Library Digitisation Unit 



4.11 As with the wider implications of the supply arrangements, as these 
implications are outlined in paragraph 2.23, wider financial implications 
relating to manufacture also occur. 
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5 Training 



Present Position 

5.1 Existing training arrangements are generally inadequate. Medical 
training is currently more orientated towards the study of skeletal deformities 
than to the solutions possible by the provision of special footwear for the 
individual. Exposure to the possibilities and the limitations of special 
footwear is variable, both at undergraduate and postgraduate levels, but 
in general is inadequate for most clinicians. 

5.2 Some aspects of the requirements and manufacturing techniques for 
orthopaedic footwear are incorporated in the current training programme 
for orthotists and chiropodists. Neither programme, however, produces an 
individual with a detailed background knowledge and a high degree of skill 
in footwear measuring and fitting techniques. 

5.3 At manufacturing level the training of apprentices is poorly organised 
and highly variable. The previously available City and Guild’s course in 
surgical shoemaking has been discontinued and for the past decade the 
Footwear Leather and Fur Skin Industry Training Board has been devising 
a plan to introduce a training scheme. Training of apprentices generally 
involves a period of 5 years to produce a craftsman skilled in all aspects 
of manufacture. In some companies the different stages of manufacture are 
carried out by different operatives and training may be limited to a single 
operation. 

Proposed Service 

5.4 The consultant prescribing orthopaedic footwear must be familiar with 
the relevant anatomy, pathology, diagnosis and biomechanics, and he must 
have a sufficient knowledge of orthopaedic shoe-making techniques and 
materials to be aware of the possibility of achieving the prescription which 
he writes. He must also be aware of alternative methods of treatment 
including surgery. Courses will be required to bring the knowledge of those 
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doctors involved in the provision of orthopaedic footwear up to an 
acceptable level. The National Centre for Training and Education in 
Prosthetics and Orthotics should organise such courses. Other Centres 
which have expertise in this field may wish to run additional programmes. 

5 . 5 The Working Group recommends to the appropriate Higher Professional 
Training Committees in orthopaedics, rheumatology and geriatrics that 
post-graduate trainees should acquire adequate knowledge of the provision 
and problems of special footwear. Basic information on the value of special 
footwear should be given as part of the outline of prosthetics and orthotics 
to undergraduate medical students. 

5.6 The orthotist should have the whole range of knowledge and practical 
competence of a general orthotist, as the footwear will often be an integral 
part of the lower limb orthosis. He should have an enhanced expertise in 
relation to the problems of the deformed foot. 

5.7 This requirement would be met by providing a specialised training 
programme for Higher Diploma graduate orthotists. This programme 
should have a theoretical element which would concentrate on the detailed 
anatomy of the foot, orthopaedic disorders, biomechanics and principles 
of orthopaedic shoe fitting. The practical aspects would include measuring, 
casting, last making, fitting of shoes and shoe inserts, pattern making, 
cutting, bottoming and shoe adaptations. It is envisaged that the duration 
of this programme would be between 6 months and one year. The Working 
Group recommends that such a course should be introduced at the National 
Centre for Training and Education in Prosthetics and Orthotics. 

5.8 The manufacture of a shoe involves the various processes which start 
with the production of a last from the specification provided and finish with 
completion of the shoe. The total procedure may be separated into discrete 
steps, but there may be a variation from company to company in terms of 
the number of these steps which will be carried out by one operator. The 
companies which require an individual to undertake one or a number of 
these steps vary in size from one- or two-man shops to large manufacturing 
units and differ widely in their training needs. It is accepted that training 
will continue to be based ‘on-the-job’ and with this in mind the Footwear, 
Leather and Fur Skin Industry Training Board has devised a system to 
assist and encourage the craftsman to train in a planned and effective 
manner. This consists of a modular training pack containing detailed 
instructions and programmes for the trainer . The modules coverint reduction 
to orthopaedic footwear, last fitting, cork making, pattern cutting, hand 
lasting and hand making. Training can be selective by use of different 
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modules. It is imperative that a training programme be initiated and that 
the successful completion of the formal training be recognised by appropriate 
certification. 

5.9 The Industrial Training Board is planning to organise a series of 
seminars to introduce the system to industry. The Working Group 
recommends that the Scottish Home and Health Department follow this 
development closely with a view to its introduction into the footwear 
manufacturing industry in Scotland if found appropriate. If this is not 
satisfactory an alternative means must be devised. 
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6 Finance 



Present Position 

6.1 Orthopaedic footwear is supplied free of charge to the patient. The 
cost is met by the NHS either through the orthotic centres or by negotiated 
fees to appointed contractors to the SHHD. This contract covers the cost 
of last making and production of the shoes. 

6.2 Adaptations to patient’s own footwear are undertaken free of charge 
to the patient. 

6.3 Repairs to orthopaedic footwear are carried out free of charge to the 
patient, but repairs to adapted footwear are the financial responsibility of 
the patient. 

6.4 The present contract arrangements state that accounts shall be rendered 
to the ordering hospital or clinic immediately after delivery. Payment is 
then made for the composite cost of the last and manufacture of the shoes. 



Proposed Service 

6 . 5 The Working Party recommends that patients (with the usual exceptions) 
should pay a realistic charge toward the cost of manufacture of their 
orthopaedic footwear. This charge should equate to the basic cost of 
providing normal footwear. 

6.6 The cost of repairs to orthopaedic and adapted footwear should be 
borne by the NHS. 

6.7 In line with the recommendation in paragraph 4.9 the Working Party 
sees a need to amend the contract by separating the elements of last 
manufacture from subsequent manufacture of the shoes. They consider 
that the cost of the lasts along with their orthotic specification should be 
negotiated as a single entity and that they should become the property of 
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the Health Board. Footwear could then be manufactured from the last at 
a more economic rate than at present without any element of last charges 
recurring within subsequent orders. 

6.8 Further modifications of the last after initial satisfactory fitting of 
footwear made from it would attract a modification charge. 

6.9 These proposals, if accepted, would necessitate renegotiation of the 
contracts for producing orthopaedic footwear. 
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7 Summary of Recommendations 



7.1 A realistic charge should be made for orthopaedic footwear, with 
normal exemptions, but repairs and adaptations should be free of charge 
(paragraphs 2.12 and 6.5). 

7.2 A standard method of prescribing should be used (paragraph 2.17). 

7.3 The appliance prescription form should have incorporated in it a 
specified area for the name of the contractor selected (paragraph 2.20). 

7.4 All future orthotists involved with orthopaedic footwear must receive 
training in orthopaedic footwear acceptable to the NHS and be registered 
(paragraph 3.4). 

7.5 The health departments should produce annually a revised list of 
approved styles and colours with photographs for all types of orthopaedic 
footwear (paragraph 3.7). 

7.6 Paragraph 7.3 of the Handbook ‘Provision of Medical and Surgical 
Appliances’ should be amended (paragraph 4.5). 

7.7 Following a change of contractor at the end of a period of stabilisation 
the case should be de-stabilised and referred back to a consultant for re- 
examination (paragraph 4.6). 

7.8 Those requiring working or safety surgical footwear should also be 
considered for issue of 2 pairs of dress footwear (paragraph 4,7). 

7.9 Lasts and orthotie specifications should be purchased by the Health 
Board separately and the contracts should separate the elements of last 
making and shoe manufacture (paragraphs 4.9 and 6.7). 

7.10 Postgraduate trainees in specific specialties should acquire adequate 
knowledge about orthopaedic footwear and basic information should be 
given to undergraduate medical students (paragraph 5.5). 



Printed image digitised by the University of Southampton Library Digitisation Unit 



31 



7.11 The National Centre should introduce a course for graduate orthotists 
in orthopaedic footwear (paragraph 5.7). 

7.12 Orthopaedic Footwear companies should be encouraged to train 
operatives using the Footwear, Leather and Fur Skin Industry Training 
Board modules, where appropriate, and successful completion of formal 
training should be recognised by appropriate certification (paragraphs .5.8 
and 5.9). 
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Chairman 

Professor G Murdoch 
Members 

Professor RGB Aitken 
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Professor J P Paul 
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Consultant Orthopaedic Surgeon, Dundee Limb 
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Professor of Rehabilitation Studies, University 
Department of Orthopaedic Surgery, Princess 
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Superintendent Physiotherapist, Royal Infirm- 
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Consultant Rheumatologist, Northern General 
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Rehabilitation Engineer, Dundee Limb Fitting 
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Professor of Orthopaedic Surgery, University 
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Director, National Centre for Training and 
Education in Prosthetics and Orthotics, Uni- 
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Consultant Orthopaedic Surgeon, Princess Mar- 
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Occupational Therapist, Dundee Limb Fitting 
Centre 

Research Orthotist, Dundee Limb Fitting Centre 

Professor of Bio-Engineering, University of 
Strathclyde 

Professor of Geriatric Medicine, University of 
Edinburgh, City Hospital, Edinburgh 

Nursing Officer, Dundee Limb Fitting Centre 

Consultant Paediatric Surgeon, Royal Hospital 
for Sick Children, Glasgow 
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APPENDIX C 



LIST OF BODIES SUBMITTING COMMENTS 

13 Health Boards 
16 Contractors 

Chiropody Sub-Committee of the National Paramedical Consultative 
Committee 

Scottish Health Visitors Association 

Scottish Council of the Royal College of General Practitioners 
National Union of The Footwear, Leather and Allied Trades 
Footwear, Leather and Fur Skin Industry Training Board 
Patients Mutual Support Group 
National Consultative Committees 
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